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cardiologists oinvestigate its possibility and, if confirmed, 
help avoid an unnecessary eoperation or other inappro- 
priate therapy. 
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GIANT ATHEROSCLEROTIC ANEURYSM OF THE SINOATRIAL NODAL ARTERY 
Sung Ho Kim, MD, a In Seok Jang, MD, a Chang Dae Ouck, MD, a Chong Woo Kim, MD, a Jun Young Choi, MD, a 
Hyung-Jin Kim, MD, b and Bonggwan Seo, MD, c Chinju, South Korea 
Aneurysms of the right coronary artery (RCA) are rare 
and occur most frequently in proximal or midportions of 
the artery. We report a case of giant atherosclerotic 
aneurysm of the sinoatrial (SA) nodal artery causing vena 
caval syndrome, which was treated successfully by surgery. 
We believe that it is the first case of an aneurysm arising 
from one of the branches of the RCA. 
A 61-year-old woman was referred to our hospital with 
the diagnosis of right atrial mass in January 1996. She had 
a 2-month istory of shortness of breath on exertion and 
of slowly progressing facial edema. On physical examina- 
tion, the patient had facial edema, engorgement of neck 
veins, engorgement of veins on the chest wall, and a liver 
palpable by a breadth of four fingers. Findings on the 
electrocardiogram were within normal limits. A chest 
roentgenogram showed a huge mass obliterating the right 
cardiac border. Chest computed tomography (CT) dem- 
onstrated a 15 × 10 × 10 cm cystic mass that contained a 
highly enhanced crescent portion similar to the adjacent 
vascular structure in its posterosuperior part. The mass 
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compressed both the venae cavae and atria severely. CT of 
the midportion of the mass showed an abnormally dilated 
vascular structure merging from the anterior aspect of 
the aortic root toward the mass (Fig. 1). Our impression 
was that the patient had an aneurysm of the RCA system, 
and a root angiogram was performed. The early phase of 
aortography revealed an abnormally enlarged artery that 
originated from near the RCA ostium, followed by the 
dense accumulation f contrast material in the posterosu- 
perior part of the mass. The remainder of the RCA 
appeared normal. 
The patient underwent surgery on the day of admission. 
The median sternotomy and the exposure of the left 
femoral vein were performed simultaneously. One venous 
cannula was inserted irectly into the superior vena cava 
with some difficulties, and another cannula had to be 
inserted into the femoral vein because of severe compres- 
sion of the inferior vena cava. After cardiopulmonary 
bypass had been initiated, the aorta was crossclamped and 
opened so that the internal structure of the coronary ostia 
could be examined. The ostium of the RCA was dilated to 
about 6 mm, but there was no extracoronary ostium. The 
RCA was then dissected from its upper third portion 
toward the aorta. The abnormally dilated branch origi- 
nated directly from the RCA, 5 mm apart from the aorta, 
and its diameter was about 7 mm (Fig. 2, left). It ran 
behind the superior cavoatrial junction for about 2.5 cm, 
along the same course as the SA nodal artery, and blended 
into the aneurysm. Because the branch ran along the same 
course, we believe that it was a section of the SA nodal 
artery. After division of the dilated artery, the aneurysmal 
sac was opened. About 100 ml of fresh blood was released 
and the remaining part of the sac was seen to be filled with 
well-organized thrombi (Fig. 2, right). The total weight of 
the thrombi was 600 gin. The aneurysmal sac was excised 
except for a small portion that was attached to the right 
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Fig. 1. CT scan of the midportion of the mass. An abnormally dilated vascular structure merges from the 
anterior aspect of the aortic root in the direction of the mass (arrow). 
Fig. 2. Left, The right-angled clamp is hooking the abnormally dilated artery, and the forceps indicate the 
normal RCA. Right, Aneurysmal sac filled with organized thrombi. 
2 8 2 Brief communications 
The Journal of Thoracic and 
Cardiovascular Surgery 
August 1997 
atrium. The pathologic diagnosis of the aneurysm was 
atherosclerotic and the follow-up CT scan showed normal 
atria and venae cavae. The postoperative course was 
uneventful and the patient was discharged on the twelfth 
postoperative day. 
Coronary artery aneurysm is a relatively rare disease, 
with the incidence being reported to be 0.3% to 4.9% of 
patients undergoing coronary angiography. 1 The most 
common sites of aneurysm are the proximal and middle 
portions of the RCA, followed by the proximal left 
anterior descending artery2; however, an aneurysm of the 
SA nodal branch of the RCA has not previously been 
reported. RCA aneurysm ay cause angina, myocardial 
infarction, fistula into the cardiac chamber, and unex- 
pected death as a result of thromboembolism or rup- 
ture.i, 30vrum, Froysaker, and Vatne 4reported a single 
case of RCA aneurysm causing superior vena caval steno- 
sis in 1984. Our case involved both caval obstructive 
symptoms without any of the aforementioned clinical 
features. 
In our case, the abnormally dilated SA nodal artery 
branched from the normal-sized RCA, 5 mm apart from 
the aorta. It ran behind the superior cavoatrial junction 
for about 2.5 cm and finally formed the giant aneurysm. 
Preoperative and postoperative electrocardiograms did 
not show any abnormality, and we could not confirm the 
SA nodal branch from the left coronary arterial system by 
angiography. Thus we concluded that it was indeed an 
aneurysm of the SA nodal artery as a result of the path it 
followed. 
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TOTAL ANOMALOUS SYSTEMIC VENOUS DRAINAGE TO THE CORONARY SINUS IN 
ASSOCIATION WITH HYPOPLASTIC LEFT HEART DISEASE: MORE THAN A MERE 
COINCIDENCE 
Margit Kadletz, MD, a Michael D. Black, MD, a Jeffery Smallhorn, MD, b Robert M. Freedom, MD, b and 
Stella Van Praagh, MD, c Toronto, Ontario, Canada, and Boston, Mass. 
An enlarged coronary sinus receiving a persistent left 
superior vena cava (SVC) has been considered to accen- 
tuate the left-to-right shunt in cases of ostium secundum 
defects by obstructing left ventricular inflow. 1 An ostium 
primum defect could also be considered a factor in 
deficient preload to the left ventricle because it represents 
a valveless interatrial communication that can allow bidi- 
rectional shunting at the atrial level during fetal life. 
Underdevelopment of he left atrium, the left ventricle, 
and the mitral valve, usually associated with coarctation of
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the aorta, is not uncommon in patients with ostium 
primum defects who show signs of heart failure in early 
infancy. 2 Our case represents an example of coexistence 
of these factors that may influence the blood flow into the 
left ventricle during fetal life. 
Clinical summary. A 3-month-old, 3.5 kg female infant 
was transferred to the Hospital for Sick Children in 
Toronto for a second opinion regarding further manage- 
ment and treatment options for a preliminary diagnosis of 
hypoplastic left heart syndrome. In agreement with the 
previous investigations, hypoplasia of the inlet, outlet, and 
decreased volumetrics of the left ventricle were identified. 
A diagnosis of hypoplastic left ventricle, however, was not 
made. The left ventricle was estimated to be approxi- 
mately 70% normal and was found in combination with a 
hypoplastic "parachute" mitral valve, a partial atrioven- 
tricular septal defect (ostium primum defect), an ostium 
secundum atrial septal defect, a hypoplastic aorta (trans- 
verse arch) with an associated juxtaductal coarctation, and 
a bicuspid aortic valve. In addition, significant tricuspid 
valve regurgitation and a left-to-right atrial shunt were 
present at the time of the investigations. 
Preoperative identification of an absent right SVC and 
a persistent left SVC was made angiographically (Fig. 1). 
